Case Summary. CABG was utilized to treat LM + 3VD, but may develop graft failure and native LM occlusion later on.
Because the procedure was of high risk and systemic BP only 100/50 mmHg at the beginning of procedure, the intervention time should be limited. Therefore, we decided to go LCA first and intended to do reverse wiring of D1 and culotte stenting for this true bifurcation lesion. However, after POBA of the critical LAD-M and -D lesions, the first and second attempts of reverse wiring with Fielder FC and Sion failed and were complicated by systemic hypotension. We were forced to do LAD-M-D stenting first. The third reverse wiring attempt with another wire also failed and was complicated with proximal D1 dissection. Finally the 4th attempt with another FC wire succeeded in wiring of the D1. After balloon predilatation, culotte stenting of the bifurcation lesion was done elegantly and with very good final flow and D1 perfectly saved. Patient was discharged from hospital two days after procedure, waiting to be treated for RCA-P-M critical lesion with distal protection technique.
Case Summary.
Wise treatment planning is needed before complex bifurcation lesion PCI Reverse wiring could be extremely difficult in calcified true bifurcation lesion with tight stenoses both proximally and distally located Keeping a very important side branch alive is invaluable in high risk bifurcation lesion PCI Relevant clinical history and physical exam. The 68 year-old female had history of CAD, SVD and one stent was deployed in Ostium-LCX 7 years before admission. She had progressive chest pain and unstable angina. Therefore, she was admitted for CAG and PCI.
